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Dr Nicholas Morrissey (New York, NY). I think it is a very
nice study; it capitalizes on the large volume that you guys see. And
seeing this number of brachial access, I think it is pretty capable of
making some strong conclusions. What I was interested in is, did
you make any attempt to correlate preoperative factors with the
need for brachial access? In other words, you noticed that certainly
female gender increased the risk of complications associated with
brachial access, but did it increase the risk of need for brachial
access? In other words, you have 2000 patients that you had
overall, what was the overall gendermixture in that group? In other
words, did female gender increase the risk of poor femoral access,
which would then require brachial access?
I am also intrigued by this concept of long vs short sheaths.
Ten-cm sheaths would basically be most of the cases that you
would be doing for diagnostic procedures, whereas the longer ones
would be indicated for interventions. And it doesn’t really shake
out that way. You seem to be using a fair number of short sheaths
for interventions. And I think if you separated out a little more
closely, you would see that intervention type, or diagnostic vs
intervention, may show a difference. I know that in the paper you
talked about the pushing of the sheath required for longer sheath
as maybe a cause for complications, but I think there may be
something more to that.
And also the risk of pseudoaneurysm. You said you had a 62%
risk of requiring surgery for pseudoaneurysms as a complication.
What happened to the other ones, were they observed? Were they
injected with thrombin?
Dr Javier A. Alvarez-Tostado. First of all, we did not inves-
tigate the relationship between preoperative factors and the need
for brachial cannulation. We tried to evaluate the relationship
between weight or body mass index; however, because it was a
retrospective study, with the limitations in our medical records, we
were not able to have enough data to investigate further.
Regarding the pseudoaneurysms, we identified that 62% of the
pseudoaneurysms needed surgery. Of those cases that were not
treated surgically, a couple of patients were followed clinically, and
basically the pseudoaneurysm thrombosed spontaneously. In one
or two cases, it was treated with injection of thrombin.
And regarding the sheath lengths, there were some interven-
tions that were actually performed through a short sheath. But in
all the cases in which a longer sheath was used, it was used for an
intervention.
As we mentioned in the manuscript, the force that you use to
introduce the longer sheath compared with the shorter sheath is
bigger. In females with skinny arms, it is very evident during thecause more trauma to the artery and increases the risk of pseudo-
aneurysm.
Dr Benjamin Jackson (Philadelphia, Pa). I just wonder, will
this—and how will it—modify your approach to endovascular
interventions in women, for instance, for renal angioplasty and
stenting and mesenteric angioplasty and stenting?
Dr Alvarez-Tostado. Well, based on this study, we cannot
make any recommendations about proceeding with a cutdown
when a longer sheath is going to be used. However, it is important
in women to have a lower threshold to convert to a cutdown in case
you notice any problem at the end of the procedure. It is important
to point out that all cases complicated with thrombosis of the
brachial artery occurred in women. Probably this is related to the
size of the vessel. I believe the indication to use the brachial access
for mesenteric or renals should be individualized. The brachial
approach might help and sometimes even be obligatory for the
cannulation and treatment of mesenteric vessels. For renals, I think
it is important to pay attention to the preoperative studies, like the
computed tomography scan, focusing on the angle of the vessel
and determine if it would be a better approach to come from the
arm.
Dr Jim Watson (Seattle, Wash). Did you differentiate at all
where the brachial artery was accessed? In my experience, starting
near the antecubital fossa, where the pulse can be easily felt and
compressed, has been relatively well tolerated. I have had more
difficulty accessing the artery higher.
Dr Alvarez-Tostado. As a retrospective study, we got our
data from the operative notes, not all of them describe the location
of the puncture site with respect to the antecubital crease. How-
ever, it is our practice to puncture approximately 1 cm above the
antecubital crease, where you feel a strong pulse and a good point
for pressure for hemostasis.
Dr Vikram Kashyap. I just want to clarify that particular
issue. So our brachial access is always over the olecranon process
and we use ultrasound selectively. A micropuncture kit I think is
important. Secondly, these data are from the vascular surgery
department database representing 2000 cases. The last presenta-
tion is from our cardiology colleagues in the heart and vascular
institute, and their data is from the cath lab.
Dr Watson. Other physicians often seem to utilize higher
brachial access near the axilla and often get away with it. But I have
had to intervene on complications of high brachial access by others,
and I try to stay low near the elbow if at all possible.
Dr Kashyap. Your guys must be lucky, because I agree with
you. A high stick should be avoided.
